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Overview of DayOverview of Day

�� Opening exerciseOpening exercise

�� A quick reviewA quick review

�� EXERCISE:EXERCISE: Applying What Applying What 
We Know to Move Forward We Know to Move Forward 

�� BREAKBREAK

�� Breaking Down the PCP Breaking Down the PCP 
Process: 8 Key StepsProcess: 8 Key Steps

�� Orientation and IntakeOrientation and Intake

�� PrePre--Planning: Education Planning: Education 
and Preparationand Preparation

�� StrengthsStrengths--based based 
AssessmentAssessment

�� Enhancing Forms and Enhancing Forms and 
Templates Templates -- EXERCISEEXERCISE

�� 8 Key Steps Continued8 Key Steps Continued

�� The Planning MeetingThe Planning Meeting

�� CoCo--creating the Plan creating the Plan --
EXERCISEEXERCISE

�� Evaluating ProgressEvaluating Progress

�� Maintaining the RecordMaintaining the Record

�� LUNCHLUNCH

�� Putting It All Together:  Putting It All Together:  
EXERCISEEXERCISE

�� Thorny Issues Revisited Thorny Issues Revisited 
(Including Risk v. Safety (Including Risk v. Safety 
EXERCISE) EXERCISE) 

�� Concluding Discussion and Concluding Discussion and 
Group BrainstormingGroup Brainstorming



Where to Start?Where to Start?

�� To build a healthy PCP team around an individual To build a healthy PCP team around an individual 
requires that you first build and nurture a healthy ACT requires that you first build and nurture a healthy ACT 
team among yourselves! team among yourselves! 

�� One way to do thisOne way to do this…… treat yourselves treat yourselves –– and each and each 

other other -- as you strive to treat your clients.as you strive to treat your clients. The The 
strengthsstrengths--based approach applies to your team as a based approach applies to your team as a 
whole and each of its members!whole and each of its members!

�� A group becomes a team when A group becomes a team when 

each member is sure enough of each member is sure enough of 

himself and his contributions to himself and his contributions to 

praise the skill of the others. praise the skill of the others. 

(Norman S (Norman S HidleHidle))



Opening Exercise: Hugs of AppreciationOpening Exercise: Hugs of Appreciation

(the (the ““HersheyHershey”” kind not the touchykind not the touchy--feely sort!)feely sort!)

�� Three Three ““hugshugs”” totaltotal

�� One hug to recognize something positive you bring to the One hug to recognize something positive you bring to the 

team; a skill, an attitude, a behavior, an accomplishment, team; a skill, an attitude, a behavior, an accomplishment, 

personal OR professional, etc.  personal OR professional, etc.  

�� Two hugs to recognize your appreciation of others, i.e., Two hugs to recognize your appreciation of others, i.e., 

how someone has made a difference in your life/work, how someone has made a difference in your life/work, 

how someone reached out to you, what you have learned how someone reached out to you, what you have learned 

from someone, etc. from someone, etc. 

�� Be specific, use examples, e.g., Be specific, use examples, e.g., ““When I first started, it When I first started, it 

meant so much to me that youmeant so much to me that you…”…”

�� Must be given to two separate individuals. SPREAD Must be given to two separate individuals. SPREAD 

THE LOVE FOLKS THE LOVE FOLKS ☺☺



Process Questions:Process Questions:

Hugs of AppreciationHugs of Appreciation

�� How did it feel to receive a Hug? How did it feel to receive a Hug? 

�� How did it feel to give a Hug? How did it feel to give a Hug? 

�� Were there any surprises? Were there any surprises? 

�� How do you already, or can you in the How do you already, or can you in the 

future, build in this kind of positive future, build in this kind of positive 

affirmation to your team on an ongoing affirmation to your team on an ongoing 

basis?basis?

�� YOU NEED THIS TO SUSTAIN THE YOU NEED THIS TO SUSTAIN THE 

HARD WORK INVOLED IN PCP!HARD WORK INVOLED IN PCP!



A Quick ReviewA Quick Review

�� The importance of  moving beyond The importance of  moving beyond ““usus””
and and ““themthem”” thinkingthinking……

�� How is PCP different from traditional How is PCP different from traditional 
planning and service models?planning and service models?

�� What are representative What are representative ““key practiceskey practices””??



�Compliance with treatment

�Decreased symptoms

�Stability

�Better judgment

�Increased Insight…Accepts illness

�Follows team’s recommendations

�Decreased hospitalization

�Abstinent

�Motivated

�Increased functioning

�Residential Stability

�Use services regularly/engagement

�Cognitive functioning

�Realistic expectations

�Attends the job program/clubhouse, etc.

�A home to call my own

�Life worth living

�A spiritual connection to God/others/self

�A real job, financial independence

�Being a good mom…dad…daugther

�Friends

�Fun

�Nature

�Music

�Pets

�Love…intimacy…sex

�Having hope for the future

�Joy

�Giving back…being needed

�Learning

Recovery for “them”… Wellness for “us”



Responsible risk-taking and growthAvoidance of risk; protection of person and community

Integrated settings and natural supporters are also 
valued

Facility-based settings and professional supporters  

Diverse supports (professional services, non-traditional 
services, and natural supports) 

Professional services only

Person’s chooses from a flexible array of supports 
and/or creates new support options with team 

Linear progress and movement through an established 
continuum of services

Quality of life and promotion of recoveryClinical stability or managing illness 

High expectationsLow expectations 

Abilities/choices define supports; Wellness/health focusDisabilities and deficits drive treatment; Focus is on 
illness

All parties have full access to the same information –
often referred to as “transparency.”

Only professionals have access to information (e.g., 
plans, assessments, records, etc.) 

Active participation and empowerment is vitalCompliance is valued

Self-determination and community inclusion are 
fundamental human rights of all people

Self-determination comes after individuals have 
successfully used treatment and achieved clinical 
stability

PersonPerson--DirectedDirectedTraditional ApproachesTraditional Approaches

A New Direction in Behavioral HealthA New Direction in Behavioral Health



�� Adhere to personAdhere to person--centered principles in the centered principles in the 

process process 

�� Person is a partner in all planning Person is a partner in all planning 

activities/meetingsactivities/meetings

�� Person has reasonable control over logistics Person has reasonable control over logistics 

including invitees and locationincluding invitees and location

�� Person ALWAYS offered a copyPerson ALWAYS offered a copy

�� Preparation and leveling the playing fieldPreparation and leveling the playing field

Key Practices in ImplementationKey Practices in ImplementationKey Practices in Implementation



�� Conduct a strengthsConduct a strengths--based inquiry to based inquiry to 

inform the planinform the plan

�� Conducted as a collaborative process Conducted as a collaborative process –– not an not an 

interrogationinterrogation

�� Solicitation of strengths from diverse areas, e.g., Solicitation of strengths from diverse areas, e.g., 

familial roles, cultural traditions, familial roles, cultural traditions, 

�� Creativity is key Creativity is key –– NOT, NOT, What are your vocational What are your vocational 

aspirations?aspirations? BUT, BUT, Think back when you were a kid, Think back when you were a kid, 

what did you want to be when you grew up?what did you want to be when you grew up?

�� USE the information!USE the information!

Key Practices in ImplementationKey Practices in ImplementationKey Practices in Implementation



Key Practices in ImplementationKey Practices in ImplementationKey Practices in Implementation

�� Recognize the range of contributors to the Recognize the range of contributors to the 

planning processplanning process

�� e.g., Plans reflect (in attendees and e.g., Plans reflect (in attendees and 

interventions) a wide range of both interventions) a wide range of both 

professional supports and alternative professional supports and alternative 

strategiesstrategies

�� Value community inclusion Value community inclusion 

�� e.g., Plans respect the fact that services and e.g., Plans respect the fact that services and 

professionals should not remain central to a professionals should not remain central to a 

personspersons’’ life over timelife over time



Key Practices in ImplementationKey Practices in ImplementationKey Practices in Implementation

�� Demonstrate a commitment to both outcomes and Demonstrate a commitment to both outcomes and 

process  process  

�� e.g., Expectations are high for successful e.g., Expectations are high for successful 

outcomes in a broad range of QOL dimensions; outcomes in a broad range of QOL dimensions; 

Process tools (quality indicators, checklists) are Process tools (quality indicators, checklists) are 

flexibly applied to promote quality care.  flexibly applied to promote quality care.  

�� Understand and support human rights such as selfUnderstand and support human rights such as self--

determinationdetermination

�� e.g.,  People are encouraged to write their own e.g.,  People are encouraged to write their own 

crisis and contingency plans/advance directivescrisis and contingency plans/advance directives



� Where we are:

� Patient is a 43 year old, African American 

schizophrenic female with a long history of 

multiple psychiatric hospitalizations dating back to 

the age of 21. Throughout her twenties, patient 

also abused alcohol but refused to acknowledge 

her addiction or engage in services. After several 

treatment failures and after developing medical 

complications secondary to her ETOH use, the 

patient got connected to 12-step and this has 

enabled her to be abstinent for nearly a decade.

Applying What We Know to Move ForwardApplying What We Know to Move Forward



� Where we need to go:

� Sandra is a 43-year old African American woman with a 

diagnosis of schizophrenia.  Throughout her twenties, she 

also had an addiction to alcohol (up to 1.5 liters of vodka 

daily) but she did not recognize it as a problem or see the 

benefits of a sober lifestyle.  Her ambivalence initially 

made it difficult for her to benefit from different treatment 

programs that were offered to her.   However, after 

developing medical problems related to her alcohol use, 

Sandra pursued involvement in 12-step and started 

actively working the program.  She will celebrate 10 

years of sobriety next month. 

Applying What We Know to Move ForwardApplying What We Know to Move Forward



� Where we are:

� Patient continues to suffer from 
chronic psychiatric symptoms 
including auditory hallucinations, 
persecutory delusions, and paranoia.  
Due to the severity of these symptoms, 
she is low-functioning in ADL areas, 
and has, in the past, required 
residential, case management, and med 
monitoring services to address these 
weaknesses.

Applying What We Know to Move ForwardApplying What We Know to Move Forward



� Where we need to go:

� Sandra has continued to experience psychiatric 
symptoms such as auditory hallucinations (hearing 
voices talking to her through the washing machine), 
persecutory delusions (a persistent belief that a 
previous landlord maliciously marred her credit 
report), and paranoia (a fear that the public water 
supply is poisoned).  In the past, these symptoms 
have occurred on a daily basis and have been highly 
distressing to her.  Their severity has made it 
difficult at times for her to concentrate and to 
manage household tasks like paying her bills and 
keeping her apartment clean.  At these times, Sandra 
has effectively used case management and 
residential supports to help her manage her 
symptoms and reduce their impact on her daily 
routine. 

Applying What We Know to Move ForwardApplying What We Know to Move Forward



� Where we are:

� For the last 18 months, patient has been 
compliant with meds and treatment.  As 
a result, she has been clinically stable 
and has stayed out of the hospital. 
However, patient has no-showed for last 
2 visits and the team suspects she is off 
her meds.  Patient  was brought in for 
evaluation by the Mobile Crisis Team 
today after she failed to report to 
Clozaril clinic for bloodwork.

Applying What We Know to Move ForwardApplying What We Know to Move Forward



� Where we need to go:

� In the last 18 months, Sandra has worked with 
her psychiatrist to find a medication regimen 
that is highly effective for her and she has been 
an active participant in activities at the clinic 
and the social club.  Sandra and her 
supporters all feel as though she has been 
doing very well, e.g., returning to work, 
spending time with friends, and enjoying her 
new apartment.   However, people have 
become concerned lately as she has been 
missed at several activities in recent weeks, 
including a bloodwork appointment at today’s 
clozaril clinic.  The Mobile Outreach Team did 
a home visit to see if there was any way the 
clinic staff could assist her. 

Applying What We Know to Move ForwardApplying What We Know to Move Forward



� Where we are:

� Patient returned to work against the 
advice of her treatment team and she 
reports that the is having problems with 
her new boss.  Patient believes her boss 
“has it in for her” because he won’t let 
her leave early to attend her 
appointments at the clinic. Patient 
appears to be getting increasingly 
symptomatic and paranoid.  

Applying What We Know to Move ForwardApplying What We Know to Move Forward



� Where we need to go:

� Sandra let us know that she took additional 
hours in her job as a cashier but she is now 
having problems with her boss. He is aware 
she is in treatment at the clinic, and he 
won’t let her leave 15 minutes early to 
come to her appointments.  She feels this is 
unfair and this is making her job stressful.  
Despite the issue with her boss, she has 
made friends at the job and wants to keep 
it. This is a source of stress for her but she 
does not report any marked increase in 
symptoms of psychosis.

Applying What We Know to Move ForwardApplying What We Know to Move Forward



� Where we are:

� Patient has taken on activities (e.g., 
employment) that are interfering with her 
ability to attend treatment and this has 
precipitated clinical decompensation. 
Team will discuss and advise patient to 
cease employment activities and to re-
engage in services until stable. 

Applying What We Know to Move ForwardApplying What We Know to Move Forward



� Where we need to go:

� Sandra is having difficulty working the 
recovery plan that she developed with her 
Recovery Team and she has asked for 
support to problem-solve ways to manage 
the situation with her boss. Plan to meet 
with Sandra to discuss and develop an 
action plan that allows her to maintain her 
employment while also having time to 
attend various groups/activities that she 
feels are helpful to her in managing her 
recovery and wellness.

Applying What We Know to Move ForwardApplying What We Know to Move Forward



Think about itThink about it……

�� Ask yourselves about the language, tone, and                    Ask yourselves about the language, tone, and                    
messages in the messages in the ““where we are?where we are?””::

�� Hopeful vs. gloom and doom?  Hopeful vs. gloom and doom?  

�� Active agent vs. passive recipient? Active agent vs. passive recipient? 

�� Past vs. future oriented?Past vs. future oriented?

�� And ask yourselves:And ask yourselves:

�� What if you, or a loved one, were described in this manner?What if you, or a loved one, were described in this manner?

�� Would you feel hopeful about your future or in despair with the Would you feel hopeful about your future or in despair with the 
present?present?

�� Would you feel like a partner with your provider or like an Would you feel like a partner with your provider or like an 
outsider in the process? outsider in the process? 

�� As a provider, what types of interventions stem from the deficitAs a provider, what types of interventions stem from the deficit--
oriented, oriented, ““where we arewhere we are”” place?  place?  



Before we break:  Before we break:  

Tell me 10 things you have learned (or Tell me 10 things you have learned (or 

been reminded of) so far this morning? been reminded of) so far this morning? 

Fast as you can Fast as you can –– GO! GO! 



Breaking Down the Breaking Down the 

PCP ProcessPCP Process1.  Orientation 

and Intake to 

the Team 

2.  Pre-Planning:

Education and 

Preparation
3.  Strengths-based 

Assessment to 

Inform the Plan

4.  Enhancing

Forms/Templates

5. The Planning 

Meeting
6.  Co-Creating the Plan:

a) Goals
b) Objectives 

c) Interventions
8.  Maintaining 

the Record

7.  Evaluating 

Progress

6. Co-creating the 

Plan



Orientation and Intake to Orientation and Intake to 

the Teamthe Team
�� Transparency/collaboration in LOC decisionTransparency/collaboration in LOC decision--makingmaking

�� What does your intake process look like currently?What does your intake process look like currently?

�� What type of info/messages are they given about What type of info/messages are they given about 

their diagnosis ?their diagnosis ?

�� Are people given orientation materials to the Are people given orientation materials to the 

agency/team and what it provides?  If so, what type agency/team and what it provides?  If so, what type 

of materials?of materials?

�� Who is involved?  Wherever possible, have Peer Who is involved?  Wherever possible, have Peer 

Specialists coSpecialists co--facilitate the initial interview to assist facilitate the initial interview to assist 

with engagement, answering questions, offering with engagement, answering questions, offering 

hopehope



Orientation & Intake to the TeamOrientation & Intake to the Team
�� Building Your Recovery Toolbox:  What You Need to Know about Building Your Recovery Toolbox:  What You Need to Know about 

ACT and its Supports.ACT and its Supports.

�� What is ACT and What Can You Expect? What is ACT and What Can You Expect? 

�� Your Rights and Responsibilities as Person Receiving ACT Your Rights and Responsibilities as Person Receiving ACT 
ServicesServices

�� PersonPerson--Centered Planning: Our Role, Your Role, Your Centered Planning: Our Role, Your Role, Your 
TeamTeam’’s Roles Role

�� Recovery Narratives with PicturesRecovery Narratives with Pictures

�� UserUser--friendly material describing widefriendly material describing wide--range of services, range of services, 
e.g., Spotlight on Peer Support, Supported Employment, e.g., Spotlight on Peer Support, Supported Employment, 
Psychosocial Programming, WRAPPsychosocial Programming, WRAP

�� Clarify Clarify ““diceydicey”” areas:  Medication Management, Money areas:  Medication Management, Money 
Management, Advance Directives, Clinician Transfer, etc.  Management, Advance Directives, Clinician Transfer, etc.  

�� A Community Resource Guide A Community Resource Guide 

�� If only I knew then, what I know nowIf only I knew then, what I know now…… Involve current Involve current 
ACT clients or graduates help you compile a list and use ACT clients or graduates help you compile a list and use 
this to do a Q&A formthis to do a Q&A form



PrePre--Planning:Planning:

Education and PreparationEducation and Preparation

�� A supporter (clinical/rehab/peer) should provide the person (andA supporter (clinical/rehab/peer) should provide the person (and
natural supporters as appropriate) with an orientation to PCP sonatural supporters as appropriate) with an orientation to PCP so that that 
they are prepared to actively participate in the process.  Ask hthey are prepared to actively participate in the process.  Ask how ow 
this is similar to/different from their past experiences in planthis is similar to/different from their past experiences in planning.  ning.  
Also encourage/assist the person to: Also encourage/assist the person to: 

�� Learn about the basic function of treatment plans and roles of Learn about the basic function of treatment plans and roles of 

key playerskey players

�� Review their plan to reflect on progress; decide if changes in Review their plan to reflect on progress; decide if changes in 

goals/ supports are desired.   goals/ supports are desired.   

�� Share this plan with a trusted other to receive feedback and ideShare this plan with a trusted other to receive feedback and ideasas

�� Decide possible invitees?  Who can help you to get what you Decide possible invitees?  Who can help you to get what you 

want?  Who do you trust?  want?  Who do you trust?  



PrePre--Planning:Planning:

Education and PreparationEducation and Preparation

�� Also encourage/assist the person to: Also encourage/assist the person to: 

�� Ask invitees what times would make it more convenient for them Ask invitees what times would make it more convenient for them 

to be involvedto be involved

�� Speak up if there is anyone they feel should not attend their Speak up if there is anyone they feel should not attend their 

planning meeting planning meeting 

�� Identify the most important priority areas in need of attention Identify the most important priority areas in need of attention 

�� Make notes of things they want to communicate in the meeting  Make notes of things they want to communicate in the meeting  

�� Think about how they will communicate during the meeting if Think about how they will communicate during the meeting if 

they are happy/unhappy about what is being said or talked aboutthey are happy/unhappy about what is being said or talked about

�� Take a comprehensive inventory of strengths/resources to Take a comprehensive inventory of strengths/resources to 

enhance plan enhance plan 



StrengthsStrengths--based Assessment to based Assessment to 

Inform the PlanInform the Plan
�� Personal Strengths:Personal Strengths: e.ge.g., ., What are you most proud of in your What are you most proud of in your 

life?  What is one thing you would not change about yourself?life?  What is one thing you would not change about yourself?

�� Interests and Activities:Interests and Activities: e.ge.g., ., If you could plan the If you could plan the ““perfect perfect 
day,day,”” what would it look like?what would it look like?

�� Living EnvironmentLiving Environment:: e.ge.g., ., What are the most important things What are the most important things 
to you when deciding where to live?to you when deciding where to live?

�� Employment:Employment: e.g., e.g., What would be your ideal job?What would be your ideal job?

�� LearningLearning:: e.g., What kinds of things have you liked learning e.g., What kinds of things have you liked learning 
about in the past?about in the past?

�� Trauma:Trauma: e.g.  In previous relationships, have you ever been e.g.  In previous relationships, have you ever been 
treated inappropriately or in ways that were harmful to you treated inappropriately or in ways that were harmful to you 
(e.g., poor boundaries, sexual inappropriateness, physical (e.g., poor boundaries, sexual inappropriateness, physical 
abuse, etc.)?abuse, etc.)?

�� Safety and Legal Issues:Safety and Legal Issues: e.g., Do you have any legal issues e.g., Do you have any legal issues 
that are causing you problems?that are causing you problems?



StrengthsStrengths--based Assessment to based Assessment to 

Inform the PlanInform the Plan

�� Financial:Financial: e.g.,e.g., Would you like to be more independent with managing Would you like to be more independent with managing 
your finances?  If so, how do you think you could do that?your finances?  If so, how do you think you could do that?

�� Lifestyle and Health:Lifestyle and Health: e.g.,e.g., Do you have any concerns about your overall Do you have any concerns about your overall 
health? What are those concerns? Tell me a bit about your mentalhealth? What are those concerns? Tell me a bit about your mental health:  health:  
What does a good day look like? A bad day?What does a good day look like? A bad day?

�� ChoiceChoice--Making:Making: e.g., e.g., What are the some of the choices that you currently What are the some of the choices that you currently 
make in your life?make in your life? Are there choices in your life that are made for you?Are there choices in your life that are made for you?

�� Transportation:Transportation: e.ge.g., ., How do you currently get around from place to place? How do you currently get around from place to place? 
What would help?What would help?

�� Faith and Spirituality:Faith and Spirituality: e.g., e.g., What type of spiritual or faith activities do you What type of spiritual or faith activities do you 
participate in?participate in?

�� Relationships and Important PeopleRelationships and Important People:: e.g., Who is the person in your life e.g., Who is the person in your life 
that believes in you? In what ways does this person convey this that believes in you? In what ways does this person convey this belief in belief in 
you?you?

�� Hopes and Dreams:Hopes and Dreams: e.g., e.g., Tell me a bit about your hopes or dreams for the Tell me a bit about your hopes or dreams for the 
future?future?



� Culturally Appropriate Assessment and Formulation as per 
DSM-IV (see Appendix I):

� Cultural Identity: cultural reference groups; language (s): 
cultural factors in development; involvement with culture of 
origin

� Cultural explanations of illness: idioms of distress; meaning of 
symptoms in relation to cultural norms; perceived causes; help-
seeking behavior

� Cultural factors related to psychosocial environment and levels 
of functioning: social stressors; social supports; level of 
functioning/disability

� Cultural elements of the clinician-patient relationship:
clinician’s ethnocultural background; language; knowledge of 
patient’s culture

StrengthsStrengths--based Assessment to based Assessment to 

Inform the PlanInform the Plan



� Sample questions to consider:

� How do you identify culturally/racially/ethnically? What is your culture? Where are 
you from?  

� How long have you been living in WA?

� Who do you include as family? Who do you trust?

� Does most of your family live in WA? If not, where are they?

� What does your culture/family say about mental health problems? How does your 
family respond to you? 

� What do you call your problem? What caused it?

� What is it like for you as a Black woman/Latino woman/Korean man living with 
mental health challenges? 

� Are you a member of a faith community now? If so, would you like the Rabbi, 
Priest, Pastor, Imam, etc. involved in your team?  

� Are you now going, or have you ever gone, to an Indigenous Healer for help with 
your problem? Would you like that person involved as part of your recovery 
support network?

� What were the messages about your culture that you received while growing 
up? About the cultures of others?

� Have you ever experienced racism, police brutality, discrimination and/or other 
forms of oppression?

StrengthsStrengths--based Assessment to based Assessment to 

Inform the PlanInform the Plan



Enhancing Forms/TemplatesEnhancing Forms/Templates

� The plan is only as good as the person (correction, 

TEAM!) filling it out, but the reverse holds true as well!  

� Form design and administrative procedures can 

significantly impact the nature of the service planning 

experience and the result thereof. Forms must be 

constructed very thoughtfully in order to prompt 

provider behavior that is consistent with PCP.

� If you have the opportunity to modify, or 

create anew, your documentation 

templates/forms – make the most of it and 

THINK PCP!  



�� I feel like I keep trying to I feel like I keep trying to 

force a square peg into a force a square peg into a 

round hole.round hole.

�� CT Case Manager on trying to CT Case Manager on trying to 

do recoverydo recovery--oriented work with oriented work with 

traditional treatment plan.traditional treatment plan.



One Sample:One Sample:

The Automated Recovery Plan (ARP) The Automated Recovery Plan (ARP) 

Completing the ARP worksheet Completing the ARP worksheet 
changes the nature of the changes the nature of the 
dialoguedialogue

�� The worksheet process:The worksheet process:

�� Assumes an open, Assumes an open, 
transparent conversationtransparent conversation

�� Builds in a process to Builds in a process to 
openly discuss openly discuss 
differencesdifferences

�� Requires shared decision Requires shared decision 
makingmaking



�What do you look for in modifying/designing your 
documentation/forms? Review sample ARP and 
consider…

�Placement/attention given to strengths?

�Role and placement of diagnosis? 

�Order and types of goal areas?

�Ensuring consumer input?

�Signatures and participation section?

�Ways to prioritize and focus? 

�Language, jargon?

�Who are the “responsible parties” in action steps?  

�Ways questions are asked/info is solicited?  

�Maximizing other recovery tools, e.g., WRAP?

Enhancing Forms/TemplatesEnhancing Forms/Templates



The Planning The Planning MeetingMeeting (s?) (s?) ––

Consumer RoleConsumer Role
�� Has the leadership role in developing the planHas the leadership role in developing the plan

�� Has ownership of the planHas ownership of the plan

�� May or may not select the facilitator for the planning processMay or may not select the facilitator for the planning process

�� Is responsible for full participation in the process Is responsible for full participation in the process 

�� Thinks about and communicates his/her hopes, dreams, desires, Thinks about and communicates his/her hopes, dreams, desires, 
needs, likes, dislikes, etc. as clearly as possible using whatevneeds, likes, dislikes, etc. as clearly as possible using whatever er 
means appropriate to their abilitiesmeans appropriate to their abilities

�� Expects the facilitator, clinical service providers, family Expects the facilitator, clinical service providers, family 
members, and other natural supporters to work with him/her members, and other natural supporters to work with him/her 
not for him/her not for him/her 

�� Builds relationships with planning teamBuilds relationships with planning team

�� Is willing to be creative and take responsibility and risks to Is willing to be creative and take responsibility and risks to 
achieve his/her stated goalsachieve his/her stated goals

�� Stays committed to the processStays committed to the process



The Planning The Planning Meeting (s?)Meeting (s?) ––

Family or Other Natural SupporterFamily or Other Natural Supporter
�� Believes in and values the personBelieves in and values the person--

directed planning processdirected planning process

�� Listens to, understands, values, and Listens to, understands, values, and 
respects the individual in recoveryrespects the individual in recovery

�� Is honest and open in communicating Is honest and open in communicating 
his/her perspectivehis/her perspective

�� Treats all members of the team with Treats all members of the team with 
respectrespect

�� Assists the focus person to identify Assists the focus person to identify 
his/her strengths and needs, and to his/her strengths and needs, and to 
formulate his/her wishes, hopes, formulate his/her wishes, hopes, 
dreams, concerns, etc.dreams, concerns, etc.

�� Shares knowledge and perspective Shares knowledge and perspective 
re:  what has worked/not worked for re:  what has worked/not worked for 
the individual in the past the individual in the past 

�� Uses Uses ““personperson--firstfirst”” languagelanguage
�� Follows through on agreedFollows through on agreed--upon tasksupon tasks

�� Helps to identify and/or pursue Helps to identify and/or pursue 
resources available to the individual resources available to the individual 
from the team or broader communityfrom the team or broader community

�� Sees upsets and disappointments as Sees upsets and disappointments as 
opportunities to learns, grow, and try opportunities to learns, grow, and try 
new strategies for goal attainmentnew strategies for goal attainment

�� Believes in the individualBelieves in the individual’’s ability to s ability to 
have a positive impact on others and have a positive impact on others and 
suggests ways in which the individual suggests ways in which the individual 
can do so can do so 

�� Stays committed to the process Stays committed to the process 

�� Community members also pledge to Community members also pledge to 
facilitate the personfacilitate the person’’s pathway to s pathway to 
community activities of his/her choice community activities of his/her choice 
by promoting welcoming and by promoting welcoming and 
accommodating environments that accommodating environments that 
encourage inclusion.  encourage inclusion.  



The Planning The Planning Meeting(s?)Meeting(s?)––

Facilitator RoleFacilitator Role

�� The Facilitator (may, or may not, be primary clinician) embracesThe Facilitator (may, or may not, be primary clinician) embraces all all 
responsibilities common to other attendees in addition to the foresponsibilities common to other attendees in addition to the following:  llowing:  

�� Is an advocate for the focus personIs an advocate for the focus person

�� Is able to work with meeting participants in an informal wayIs able to work with meeting participants in an informal way

�� Provides unconditional support to the individual throughout the Provides unconditional support to the individual throughout the processprocess

�� Adjusts the level of facilitation and support as the based on thAdjusts the level of facilitation and support as the based on the e 
individualindividual’’s preference and current abilities s preference and current abilities 

�� Encourages the focus person to be as active and empowered as is Encourages the focus person to be as active and empowered as is 
possible and preferred possible and preferred 

�� Uses Uses ““person centeredperson centered”” and and ““people firstpeople first”” language and encourages language and encourages 
others to do the same others to do the same 

�� Helps clarify and communicate the individualHelps clarify and communicate the individual’’s ideas to members of s ideas to members of 
the teamthe team

�� Encourages the individual to be creative in his/her plan and to Encourages the individual to be creative in his/her plan and to take take 
action, responsibility, and responsible risksaction, responsibility, and responsible risks



The Planning The Planning Meeting(s?) Meeting(s?) ––

Facilitator RoleFacilitator Role
�� The Facilitator (may, or may not, be primary clinician) embracesThe Facilitator (may, or may not, be primary clinician) embraces all all 

responsibilities common to other attendees in addition to the foresponsibilities common to other attendees in addition to the following:  llowing:  

�� Guides the planning process, keeping everyone and everything Guides the planning process, keeping everyone and everything 
focused on the individualfocused on the individual’’s wants, needs, desires, dreams, and hopes s wants, needs, desires, dreams, and hopes 
for his/her lifefor his/her life

�� Ensures that all perspectives are heard and given due respect Ensures that all perspectives are heard and given due respect 

�� Uses various tools to help individuals to share their story of rUses various tools to help individuals to share their story of recovery ecovery 

�� Uses consensus building skillsUses consensus building skills

�� Is able to use various means of conflict resolution to manage Is able to use various means of conflict resolution to manage 
disputes and/or breakdowns in the planning processdisputes and/or breakdowns in the planning process

�� Maintains a record of the planning Maintains a record of the planning 

�� Helps planning team to see and/or use upsets and disappointmentsHelps planning team to see and/or use upsets and disappointments as as 
opportunities to be creative and try new strategies for goal opportunities to be creative and try new strategies for goal 
attainmentattainment

�� Reviews and evaluates the process in partnership with the focus Reviews and evaluates the process in partnership with the focus 
person and others as appropriate person and others as appropriate 



The Planning Meeting The Planning Meeting –– How How TosTos

�� Prior to the meeting Prior to the meeting –– gather informing documents such as WRAP gather informing documents such as WRAP 

plans, Advance Directives, and plans, Advance Directives, and SBAsSBAs.  Discuss with consumer..  Discuss with consumer.

�� Collect info from members who could not be present at meetingCollect info from members who could not be present at meeting

�� Review Review ““Tickle ListTickle List”” to prompt key PCP behaviorsto prompt key PCP behaviors

�� Consider meeting outside the Mental Health center; in a more Consider meeting outside the Mental Health center; in a more 

natural & neutral location agreed upon with the consumernatural & neutral location agreed upon with the consumer

�� Have the consumer lead introductions and speak firstHave the consumer lead introductions and speak first

�� Set a tone by reminding everyone to be an active participant andSet a tone by reminding everyone to be an active participant and to to 

speak up speak up –– refer back to orientation they should have received prior refer back to orientation they should have received prior 

to the planning meetingto the planning meeting

�� Where available, have summaries of the strengthsWhere available, have summaries of the strengths--based based 

assessment available and distribute/review (with consumerassessment available and distribute/review (with consumer’’s s 

permission) at outset of the meeting permission) at outset of the meeting 



The Planning Meeting The Planning Meeting –– How How Tos Tos 

�� Explore consumer satisfaction across a broad range of areas, eveExplore consumer satisfaction across a broad range of areas, even n 
if they say if they say ““not currently interested,not currently interested,””

�� Do not speak about the person or allow others to do so.  RedirecDo not speak about the person or allow others to do so.  Redirect  t  
back to the individual back to the individual ““Well, what do you think, Kim?Well, what do you think, Kim?””

�� With the consumerWith the consumer’’s permission, share copies of the plan (or a s permission, share copies of the plan (or a 
summary of the meeting) with natural supporters to show value ofsummary of the meeting) with natural supporters to show value of
their role/contributionstheir role/contributions

�� Review topic areas, ask consumer what they wish to prioritizeReview topic areas, ask consumer what they wish to prioritize

�� Develop goals and objectives from this conversationDevelop goals and objectives from this conversation

�� If a peer provider (or other) is attending, be a If a peer provider (or other) is attending, be a ““Guide on the SideGuide on the Side””

�� Facilitator should reFacilitator should re--direct/educate attendees who subvert the direct/educate attendees who subvert the 
PCP process, e.g., PCP process, e.g., ““Its not good for himIts not good for him……cancan’’t you force him to t you force him to 
stay at the group home where he belongs?stay at the group home where he belongs?””

�� OTHER IDEAS OTHER IDEAS –– This is not a cookbookThis is not a cookbook……



The Planning Meeting The Planning Meeting –– How How Tos Tos 

�� Look for opportunities to maximize consumer or natural Look for opportunities to maximize consumer or natural 

supporter actions prior to recommending professional servicessupporter actions prior to recommending professional services

�� Invite consumer to draft the plan with you in next session; or Invite consumer to draft the plan with you in next session; or 

draft and then review with consumer, draft and then review with consumer, ““This is what it seemed This is what it seemed 

we agreed on we agreed on –– Did I get it right?Did I get it right?””

�� Offer a copy automatically to the consumer to demonstrate Offer a copy automatically to the consumer to demonstrate 

partnership and to enhance ownership of the plan and action partnership and to enhance ownership of the plan and action 

stepssteps

�� Solicit consumerSolicit consumer’’s feedback for hoe the meeting went and what s feedback for hoe the meeting went and what 

could be improved, using established tools (e.g., PDP Checklist)could be improved, using established tools (e.g., PDP Checklist)

or conversationor conversation



A Terrific ResourceA Terrific Resource



Process:

(a way of doing)

Plan: (a written 

document)

Product:

(multi-dimensional 

outcomes)

Philosophy: 

(a way of thinking 

& feeling)

�The paper record, while a 

valuable tool for setting a 

course and reflecting on 

progress, is only one piece of 

the puzzle.  

�Equally important, if not 

more important, is the 

PROCESS behind the 

development of the record.  

Don’t lose the person by 

being overly focused on the 

paper plan!  

� Its really all about the 5th –

and most important “P” – the 

PERSON!

Before we move on to practiceBefore we move on to practice……
Remember, the “4 Ps”



CoCo--Creating the Plan: GoalsCreating the Plan: Goals

�� Long term, global, and broadly statedLong term, global, and broadly stated

�� The broader the scope the less frequently it needs to The broader the scope the less frequently it needs to 
changechange

�� PersonPerson--centeredcentered

�� Ideally expressed in personIdeally expressed in person’’s/ familys/ family’’s wordss words

�� Easily understandable in preferred languageEasily understandable in preferred language

�� Appropriate to the personAppropriate to the person’’s cultures culture

�� reflect values, lifereflect values, life--styles, etc.styles, etc.

�� Consistent with desire for selfConsistent with desire for self--determination and selfdetermination and self--
sufficiencysufficiency

�� may be influenced by culture and traditionmay be influenced by culture and tradition

(*See Adams and Grieder, 2005)



“Well, this is a very impressive resume’, young man. 

we think you are going to make a fine patient.”

Broaden the goals!  

Mental Illness is NOT a Full-time Job



�� Life changes as a result of servicesLife changes as a result of services

�� Focus around which you build the alliance / collaborationFocus around which you build the alliance / collaboration

�� Readily identified by each personReadily identified by each person

�� Linked to discharge / transition criteria and needsLinked to discharge / transition criteria and needs

�� Should describe an end point of helping relationship when Should describe an end point of helping relationship when goald goald are are 
fulfilledfulfilled

�� Essential featuresEssential features

�� Attainable (but be careful about making judgments here)Attainable (but be careful about making judgments here)

�� written in positive terms (avoid the written in positive terms (avoid the ““client will notclient will not……) ) 

�� built upon strengths, preferences and needsbuilt upon strengths, preferences and needs

�� embody hopeembody hope

�� alternative to current circumstancesalternative to current circumstances

(*See Adams and Grieder, 2005)

CoCo--Creating the Plan: GoalsCreating the Plan: Goals



Example GoalExample Goal

�� Goal: Goal: 

““To live in a peaceful home, where people get alongTo live in a peaceful home, where people get along””

�� Strengths:Strengths: Mary, who has a strong sense of herself, is a survivor of a Mary, who has a strong sense of herself, is a survivor of a 

long history of abusive relationships and unhealthy situations, long history of abusive relationships and unhealthy situations, 

including substance dependency. She is a creative individual, spincluding substance dependency. She is a creative individual, spiritual iritual 

in nature, and connected to community resources such as her chosin nature, and connected to community resources such as her chosen en 

religious organization and the 12 step community. She is motivatreligious organization and the 12 step community. She is motivated for ed for 

services, attends groups and is doing well with her medications.services, attends groups and is doing well with her medications.

�� Barriers:Barriers: Unhealthy relationships, unresolved trauma issues, substance Unhealthy relationships, unresolved trauma issues, substance 

dependency, feelings of depression and anxiety, poor sense of bodependency, feelings of depression and anxiety, poor sense of body dy 

image and physical health concerns (diagnosed with Hepatitis C).image and physical health concerns (diagnosed with Hepatitis C).

(*See Adams and Grieder, 2005)



CoCo--Creating the Plan:  Creating the Plan:  

ObjectivesObjectives

�� Expected nearExpected near--term changes to meet longterm changes to meet long--term term 

goalsgoals

�� Divide larger goals into manageable tasksDivide larger goals into manageable tasks

�� risk of being too trivial or too grandrisk of being too trivial or too grand

�� Provide time frames for assessing progress Provide time frames for assessing progress 

�� Maximum of two or three per goal Maximum of two or three per goal 
recommendedrecommended

�� Work to remove barriersWork to remove barriers

�� Must be active and positive (again, avoid the Must be active and positive (again, avoid the 

““client will notclient will not…”…”))

(*See Adams and Grieder, 2005)



�� Build on strengths and resourcesBuild on strengths and resources

�� Essential featuresEssential features

�� BehavioralBehavioral

�� AchievableAchievable

�� MeasurableMeasurable

�� Time framedTime framed

�� Understandable for the person servedUnderstandable for the person served

(*See Adams and Grieder, 2005)

CoCo--Creating the Plan:  Creating the Plan:  

ObjectivesObjectives



(*See Adams and Grieder, 2005)

��Responsive to the personResponsive to the person’’s individual disability, s individual disability, 
challenges and recoverychallenges and recovery

��Appropriate for the personAppropriate for the person’’s age, development and s age, development and 
cultureculture

��““The individual / family will The individual / family will …”…”

��Changes in behavior / function / statusChanges in behavior / function / status

��Described in action wordsDescribed in action words

��Services are not an objectiveServices are not an objective

CoCo--Creating the Plan:  Creating the Plan:  

ObjectivesObjectives



Example ObjectivesExample Objectives

�� Goal: Goal: 

““To live in a peaceful home, where people get alongTo live in a peaceful home, where people get along””

�� Objective 1:Objective 1:

�� Within 60 days Mary will identify at least two concrete barriersWithin 60 days Mary will identify at least two concrete barriers to her to her 

goal of goal of ““living in a peaceful home.living in a peaceful home.””

�� Objective 2:Objective 2:

�� Within 90 days Mary will use at least three strategies to improvWithin 90 days Mary will use at least three strategies to improve her e her 

physical wellphysical well--being.being.



�� ActionsActions by person served, family, peers, staff and by person served, family, peers, staff and 

the entire system of carethe entire system of care

�� may include role for family, support network, etc.may include role for family, support network, etc.

�� clarify who does whatclarify who does what

�� Specific to an objectiveSpecific to an objective

�� Cultural efficacy must be consideredCultural efficacy must be considered

�� Availability and accessibility of services          Availability and accessibility of services          
may be impacted by cultural factorsmay be impacted by cultural factors

(*See Adams and Grieder, 2005)

CoCo--Creating the Plan: Creating the Plan: 

InterventionsInterventions



�� Well written and documented interventions should specify:Well written and documented interventions should specify:

�� The The frequencyfrequency of intervention activity including how intense the of intervention activity including how intense the 
intervention will be, i.e., 1/2 hour of social interaction one tintervention will be, i.e., 1/2 hour of social interaction one time per weekime per week

�� the the durationduration of activity i.e. how long will the intervention last, 4 weeks, of activity i.e. how long will the intervention last, 4 weeks, 6 6 
months months 

�� who who exactly is involved in the intervention, naming professional proexactly is involved in the intervention, naming professional providers viders 
and, where applicable, the individual and natural supportersand, where applicable, the individual and natural supporters

�� the the purpose/intended impactpurpose/intended impact of the intervention as directed towards the of the intervention as directed towards the 
objective objective 

�� the the modalitymodality being provided (oftentimes referred to as being provided (oftentimes referred to as ““the billable the billable 
serviceservice””), e.g. group therapy, day support, or natural supports such as ), e.g. group therapy, day support, or natural supports such as a a 
family member providing transportation, involvement in a communifamily member providing transportation, involvement in a community ty 
group, etc.group, etc.

CoCo--Creating the Plan:  Creating the Plan:  

InterventionsInterventions

(*See Adams and Grieder, 2005)



CoCo--Creating the Plan:  Creating the Plan:  

InterventionsInterventions

�� Interventions provided by the mental health Interventions provided by the mental health 

system are usually billable. Interventions system are usually billable. Interventions 

provided by family members, peers, or outside provided by family members, peers, or outside 

community supports are usually not billable. All community supports are usually not billable. All 

interventions identified for a specific objective interventions identified for a specific objective 

should be included on the service plan (whether should be included on the service plan (whether 

they are billable or not).  they are billable or not).  

�� In addition, there should always be a role In addition, there should always be a role 

specified for the individual.specified for the individual.

(*See Adams and Grieder, 2005)



�� Utilize a Utilize a wide range of both professional supports and wide range of both professional supports and 
alternative strategies to support the personalternative strategies to support the person’’s recovery:s recovery:

�� Professional clinical interventions such as medications Professional clinical interventions such as medications 
or psychotherapyor psychotherapy

�� SelfSelf--help and peerhelp and peer--support, support, 

�� Support with exercise and nutritionSupport with exercise and nutrition

�� Daily maintenance activities, e.g., WRAP toolboxDaily maintenance activities, e.g., WRAP toolbox

�� Spiritual practices and affiliationsSpiritual practices and affiliations

�� Homeopathic and naturopathic remediesHomeopathic and naturopathic remedies

�� Supported Community Living Supported Community Living 

�� EvidenceEvidence--based practicesbased practices

CoCo--Creating the Plan:  Creating the Plan:  

InterventionsInterventions



�� Offer practical assistanceOffer practical assistance

�� Engage the person by developing a caring relationship Engage the person by developing a caring relationship 
““in vivoin vivo”” rather than through treatment interventions rather than through treatment interventions 
per seper se

�� Assist the person inAssist the person in

�� gaining autonomy and powergaining autonomy and power

�� developing relationships with people in onedeveloping relationships with people in one’’s s 
community community 

�� rere--establishing, or establishing for the first time, establishing, or establishing for the first time, 
socially valued roles that are of value to onesocially valued roles that are of value to one’’s s 
community, e.g., the role of community, e.g., the role of 
worker/parishioner/neighbor/PTA member worker/parishioner/neighbor/PTA member 

CoCo--Creating the Plan:  Creating the Plan:  

InterventionsInterventions



Example InterventionsExample Interventions
�� Objective 1:Objective 1:

Within 60 days Mary will identify at least two concrete barriersWithin 60 days Mary will identify at least two concrete barriers to her goal to her goal 
of of ““living in a peaceful home.living in a peaceful home.””

�� InterventionsInterventions::
1) Mary and her therapist will work together for1) Mary and her therapist will work together for one hour a week in an one hour a week in an 
individual session for 8 weeks regarding her living situation anindividual session for 8 weeks regarding her living situation and develop d develop 
her list of barriers to a peaceful home.her list of barriers to a peaceful home.
2) If Mary and her therapist decide that trauma services are app2) If Mary and her therapist decide that trauma services are appropriate at ropriate at 
this time, Marythis time, Mary’’s therapist and substance abuse counselor will together s therapist and substance abuse counselor will together 
meet bimeet bi--weekly for 2 months with Mary for one hour to discuss risks, weekly for 2 months with Mary for one hour to discuss risks, 
benefits and any safety precautions needed for doing simultaneoubenefits and any safety precautions needed for doing simultaneous trauma s trauma 
and substance abuse counseling.and substance abuse counseling.
3) Mary, her therapist and her substance abuse counselor will to3) Mary, her therapist and her substance abuse counselor will together meet gether meet 
with her AA sponsor and/or spiritual counselor for at least two with her AA sponsor and/or spiritual counselor for at least two one hour one hour 
meetings within two weeks to build Marymeetings within two weeks to build Mary’’s support team.s support team.
4) Within 90 days, Mary will ask her friends to help her re4) Within 90 days, Mary will ask her friends to help her re--decorate her decorate her 
personal space so that it is more peaceful to her.personal space so that it is more peaceful to her.



Example InterventionsExample Interventions

�� Objective 2: Objective 2: 
Within 90 days Mary will use at least three strategies to Within 90 days Mary will use at least three strategies to 
improve her physical wellimprove her physical well--being.being.

�� InterventionsInterventions::
1)1) Care Coordinator will assist Mary as needed to facilitate Care Coordinator will assist Mary as needed to facilitate 
MaryMary’’s access to the s access to the Living with HepatitisLiving with Hepatitis clinic for medical clinic for medical 
and nutritional evaluation/consultation within 4 weeks.and nutritional evaluation/consultation within 4 weeks.
2) Rehab specialist will meet with Mary for 2 hours weekly for 2) Rehab specialist will meet with Mary for 2 hours weekly for 
4 weeks in her apartment to help her plan and prepare 2 4 weeks in her apartment to help her plan and prepare 2 
nutritious meals a day.nutritious meals a day.
3) Mary3) Mary’’s sister will support or assist Mary, as needed, in s sister will support or assist Mary, as needed, in 
enrolling and attending YWCA exercise program to build enrolling and attending YWCA exercise program to build 
physical stamina within 3 months.physical stamina within 3 months.



Putting It All Together Putting It All Together ––

Vignette ReviewVignette Review

�� Reconvene in large group.  Each table shares Reconvene in large group.  Each table shares 
sample goals/objectives/interventions.  sample goals/objectives/interventions.  

�� Discussion re: how each meets established Discussion re: how each meets established 
criteria. Recriteria. Re--work as necessary.  work as necessary.  

�� Procedures:Procedures:

�� Using the 3 vignettes provided, each group should take 20 Using the 3 vignettes provided, each group should take 20 
minutes to write the following:minutes to write the following:

�� 1 goal statement: (global/positive/in persons words)1 goal statement: (global/positive/in persons words)

�� 2 associated objectives: (near2 associated objectives: (near--term positive changes /actionterm positive changes /action--
words/measurable/timewords/measurable/time--framed)framed)

�� 22--3 interventions for each objective 3 interventions for each objective 
(frequency/duration/provider/purpose/modality)(frequency/duration/provider/purpose/modality)



1.  Chase1.  Chase
Chase is 22-year old female.  Over the past four years she has received various 

mental health services, mainly for periods of confusion and hearing voices.  The 

confusion and voices tend to become much worse when she is depressed or 

“stressed out”. She moved from Texas to Connecticut one year ago hoping for a 

fresh start.  Against her mother’s advice, she enrolled in college classes and soon 

felt overwhelmed with the demands of her classes.  Her voices became much worse 

and she was eventually hospitalized.  Chase is referred to your team six-months 

after this hospitalization, and she seems to enjoy talking with you.  After several 

meetings with Chase she mentions that she would like to begin to take college 

classes again.  She had a good relationship with her instructors who were aware of, 

and supportive around, her mental health issues.  However, her Mom is strongly 

against her returning to school at this time and she has urged her to take more time 

to “get things straight”.  She explains to you that she is still experiencing voices 

and recently had a several day period where she was too depressed to get out of 

bed. Her Mom is worried that Chase is rushing her return to school and that she 

will be hospitalized again, which would jeopardize her housing situation.  It is clear 

to you that a big piece of Chase’s vision of recovery includes returning to school.  

It is her dream to be a school teacher. 



2.  Chris2.  Chris
Chris has been receiving services at the mental health center for 5 

years.  He first started his treatment there after his first psychiatric 

hospitalization for depression with suicidal thoughts.  He feels as if 

those days were a blur. He didn’t feel like he had a handle on 

everything that was going on but figured that the professionals knew 

best and agreed to what they had planned out for him.  Chris had been 

so depressed he had neglected all of his bills and was in jeopardy of 

eviction.  His team decided to put him in a money management 

program where a counselor controlled his money, paying his bills and 

giving him a weekly allowance.  He vaguely remembers agreeing to

this set-up back when he first started treatment but now he feels like 

he would like to take control of this part of his life again and get 

himself back on track.  Chris’ family is concerned about him taking 

more control over his money (especially about him not paying rent) 

but his brother has offered to help him with budgeting and other

financial matters. 



3.  3.  LakeeshaLakeesha
Sonia is a 23 year old Latino woman diagnosed with panic disorder 

who feels like she doesn’t “have a real life – no friends, no fun, no 

future.” She gets very anxious while taking the bus or when going to 

public places with crowds and this has severely hampered her 

quality of life. Before she got sick, Lakeesha was always very active 

and she was into movies, poetry, music, and her church choir.  She 

stopped doing many of these things because of the panic attacks.

Recently, her pastor at her church has been asking her to come back 

to choir, and her cousin has agreed to go with her, but Lakeesha still 

can’t imagine going.  She has learned lots of strategies from her 

therapist to reduce the panic but when she heads into church, the 

panic “just takes over.” Her therapist has also suggested she attend 

the local social club that a lot of her friends attend.  Lakeesha is open 

to this idea as a first step but prefers not to go somewhere that is just 

for people with mental illness. She really wants to sing in her church 

choir again. 



Evaluating ProgressEvaluating Progress

�� The definition of quality must move away from The definition of quality must move away from 
organizational procedures and services toward the organizational procedures and services toward the 
REAL impact of those services on the lives of the REAL impact of those services on the lives of the 
people supported.people supported.

�� Valued outcomes have traditionally been limited to Valued outcomes have traditionally been limited to 
more narrow more narrow clinical indicators (e.g., inpatient clinical indicators (e.g., inpatient 
hospitalizations, service utilization, clinical hospitalizations, service utilization, clinical 
symptomatologysymptomatology, etc.) , etc.) 

�� In a personIn a person--directed system, directed system, ““progressprogress”” must be must be 
defined, and measured against, the individualdefined, and measured against, the individual’’s valued s valued 
goals and priorities.  goals and priorities.  



Evaluating ProgressEvaluating Progress

�� EXAMPLE:  The Council on Quality and Leadership in Supports EXAMPLE:  The Council on Quality and Leadership in Supports 
for People with Disabilities has established a set of for People with Disabilities has established a set of ““Personal Personal 
Outcome MeasuresOutcome Measures”” in consumerin consumer--directed behavioral health.  directed behavioral health.  
Commonly valued indicators of progress include the following:Commonly valued indicators of progress include the following:

�� identityidentity (satisfied with services, intimate relationships, (satisfied with services, intimate relationships, 
worker roles, satisfied with housing and community role)worker roles, satisfied with housing and community role)

�� autonomyautonomy (choose their daily routine, opportunity for (choose their daily routine, opportunity for 
privacy; control over disclosure process and sharing of privacy; control over disclosure process and sharing of 
personal information)personal information)

�� affiliationaffiliation (live/spend time in integrated environments, (live/spend time in integrated environments, 
valued social roles, participate in community life, have valued social roles, participate in community life, have 
friends, feel respected)friends, feel respected)

�� attainment attainment (choose their services and attain goals)(choose their services and attain goals)

�� safeguardssafeguards (have supportive natural support networks)(have supportive natural support networks)

�� rightsrights (exercise rights; )(exercise rights; )

�� ……as well as indicators of health and wellnessas well as indicators of health and wellness



Maintaining the RecordMaintaining the Record

� The person-directed recovery plan must be a 
“living” document that evolves over time to 
flex with the individual’s needs, goals, and 
priorities

� The initial plan must be accompanied by 
ACTION & FOLLOW-UP, and this action 
and follow-up should be documented in the 
plan.



Maintaining the RecordMaintaining the Record

�� Reviews of the plan/record should not be Reviews of the plan/record should not be 
triggered only by triggered only by ““crisiscrisis”” events.  This events.  This 
sends a message that care is merely about sends a message that care is merely about 
managing and surviving rather than growing managing and surviving rather than growing 
and thriving.  and thriving.  

�� The team should reThe team should re--convene around events convene around events 
of success/accomplishment as well to of success/accomplishment as well to 
discuss next steps.discuss next steps.

�� PCP is about THRIVING not just PCP is about THRIVING not just 
SURVIVING!SURVIVING!



LUNCHLUNCH

Before we break:  Before we break:  

Tell me 10 things you have learned (or Tell me 10 things you have learned (or 

been reminded of) so far this morning? been reminded of) so far this morning? 

Fast as you can Fast as you can –– GO!GO!



Putting It All Together: Putting It All Together: 

PCP Role PlayPCP Role Play
�� PART 1 (15 Minutes):PART 1 (15 Minutes):

�� Carry out a PCP Role Play at your table. DonCarry out a PCP Role Play at your table. Don’’t worry, it is a t worry, it is a 
group effort! group effort! 

�� Complete a mock planning interview with Recovery Planning Complete a mock planning interview with Recovery Planning 
template provided applying what you have learned thus far.template provided applying what you have learned thus far.

�� Can use own case example or start with vignette provided or Can use own case example or start with vignette provided or 
create as you go.create as you go.

�� By table By table –– One person adopts role of consumer; one the role of One person adopts role of consumer; one the role of 
clinician, one is the recorder to fill in the interview as they clinician, one is the recorder to fill in the interview as they go.  go.  
Others are observers who should jump in and help/assist Others are observers who should jump in and help/assist –– offer offer 
ideas. If relevant to the course of the interview, the observer ideas. If relevant to the course of the interview, the observer may may 
take on the role of a natural supporter. take on the role of a natural supporter. 

�� Consider switching roles midConsider switching roles mid--way to allow for greater way to allow for greater 
participation.   participation.   



Putting It All Together: Putting It All Together: 

PCP Role PlayPCP Role Play

�� Part 2 (15 minutes):Part 2 (15 minutes):

�� Select 1 or 2 Select 1 or 2 ““Work On NowWork On Now”” areas areas 

�� Complete a corresponding Action PageComplete a corresponding Action Page

�� Action page should identify at least one suggested Action page should identify at least one suggested 
goal/intervention/objective. For the goal/intervention/objective. For the ““work on now areawork on now area””

�� Part 3 (15 minutes report back):Part 3 (15 minutes report back):

�� How did the interview feel?  For the clinician/the consumer?How did the interview feel?  For the clinician/the consumer?

�� What did the observers notice?What did the observers notice?

�� What seems to work?  What did not work? Where did you What seems to work?  What did not work? Where did you 
get stuck, reach an impasse with the consumer?get stuck, reach an impasse with the consumer?

�� How did this roleHow did this role--play feel the same/different from typical play feel the same/different from typical 
planning meetings?planning meetings?



The individual you are supporting (“Sam”) has carried out a number 

of pre-planning activities and has decided that his priority for his 

upcoming PCP meeting is to discuss, and make an action plan for,

getting back to work. He has asked that you help him arrange a 

meeting and to invite his aunt and a supported employment specialist.  

After Sam leaves the office, his aunt returns your phone call and 

explains to you how excited she is to be invited to the meeting. She is 

very relieved that she will be able to work with you, his case 

manager, to convince Sam (and the employment specialist) what a 

terrible decision this is.  She is well intentioned but worried. The last 

time Sam tried to go back to work (at a fast food restaurant), he got 

very symptomatic and ended up in the hospital.  Sam hears voices that 

get very intrusive when he is under stress or over stimulated.  Sam 

believes that he is ready and able to work at a place that is a “good 

fit.” Get to know Sam through the Recovery Plan Interview and help 

him get back to work. 

Sample Vignette if Desired



Thorny Issues Thorny Issues –– Revisited Revisited -- $$$$

�� Show me the money!!!!  Who is going to pay for it!!Show me the money!!!!  Who is going to pay for it!!

�� External pressures fromExternal pressures from

�� RegulatoryRegulatory

�� AccreditingAccrediting

�� PayorPayor

�� Plan must meet multiple clinical as well as Plan must meet multiple clinical as well as 
administrative functionsadministrative functions



Serving Two MastersServing Two Masters

PersonPerson--centeredcentered

�� RecoveryRecovery

�� Community integrationCommunity integration

�� Core giftsCore gifts

�� PartneringPartnering

�� Supports selfSupports self--directiondirection

RegulationRegulation

�� Medical necessityMedical necessity

�� DiagnosisDiagnosis

�� DocumentationDocumentation

�� ComplianceCompliance

�� Billing codesBilling codes

Outcomes and GoalsOutcomes and Goals

UnderstandingUnderstanding

(*See Adams and 

Grieder, 2005)



Thorny Issues Thorny Issues –– Revisited Revisited -- $$$$

�� Medicaid has already been used in many creative ways by Medicaid has already been used in many creative ways by 
multiple State authorities and demonstration programs.  multiple State authorities and demonstration programs.  

�� Use federal dollars to fund whatever they can, and use general Use federal dollars to fund whatever they can, and use general 
fund (and other, e.g., research, etc.) dollars to fund alternatifund (and other, e.g., research, etc.) dollars to fund alternative ve 
services that are not reimbursable under Medicaid. services that are not reimbursable under Medicaid. 

�� Many Many ““personperson--centeredcentered”” practices do NOT practices do NOT 
require new resources or funding require new resources or funding 
mechanisms. mechanisms. 

�� In building the plan it is sometimes both In building the plan it is sometimes both 
““recoveryrecovery--savvysavvy”” and and ““fiscallyfiscally--savvysavvy”” to to 
leverage naturally occurring community leverage naturally occurring community 
resources.    resources.    

�� Flexibly combine both professional (billable) Flexibly combine both professional (billable) 
services and natural supports.services and natural supports.



Thorny Issues Thorny Issues –– Revisited Revisited -- $$$$
�� I am so lonely.  I just want a girlfriend.  I used to go to the I am so lonely.  I just want a girlfriend.  I used to go to the downtown jazz downtown jazz 

fests and meet lots of people.  But I have been so exhausted latfests and meet lots of people.  But I have been so exhausted lately, I can ely, I can 
barely stay awake to go.  The meds make me feel like a zombie.  barely stay awake to go.  The meds make me feel like a zombie.  Even if I Even if I 
could, I am terrified.  Its been 5 years since I had a girlfriencould, I am terrified.  Its been 5 years since I had a girlfriend, I wouldnd, I wouldn’’t t 
know where to startknow where to start……I canI can’’t take the bus anymore to get anywhere and I am t take the bus anymore to get anywhere and I am 
afraid to go anywhere alone.  afraid to go anywhere alone.  

�� Interventions:Interventions:

�� Greg will complete a daily medication sideGreg will complete a daily medication side--effect log for the effect log for the 
next 2 months while meds are evaluated and adjusted. next 2 months while meds are evaluated and adjusted. 

�� Dr. X  to meet with Greg two times monthly for next 6 Dr. X  to meet with Greg two times monthly for next 6 
months to review Sammonths to review Sam’’ log for the purpose of adjusting meds log for the purpose of adjusting meds 
for optimal functioning.for optimal functioning.

�� John Smith, Peer Specialist, will help Greg with travel John Smith, Peer Specialist, will help Greg with travel 
training 1X weekly for 4 weeks to help him to become training 1X weekly for 4 weeks to help him to become 
independent with city bus.  independent with city bus.  

�� GregGreg’’s brother, Jim, will accompany Greg to a minimum of s brother, Jim, will accompany Greg to a minimum of 
three community social outings over the next 2 months. three community social outings over the next 2 months. 

�� Therapist, Jane Roe, to provide CBT two times monthly to Therapist, Jane Roe, to provide CBT two times monthly to 
increase Gregincrease Greg’’s ability to cope with anxiety symptoms in s ability to cope with anxiety symptoms in 
social situations.  social situations.  



Guess Who?Guess Who?

�� We define PCP as a process, directed by the individual, with We define PCP as a process, directed by the individual, with 
assistance as neededassistance as needed…… It is intended to identify the strengths, It is intended to identify the strengths, 
capacities, preferences, needs, and desired health and quality ocapacities, preferences, needs, and desired health and quality of life f life 
outcomes of the individual. outcomes of the individual. 

�� The personThe person--centered planning process must support and expand the centered planning process must support and expand the 
consumerconsumer’’s informal community network. s informal community network. 

�� The PCP process enables the individual to identify personally The PCP process enables the individual to identify personally 
defined goals in the most inclusive community settings and accesdefined goals in the most inclusive community settings and access a s a 
personalized mix of formal (paid) and informal (nonpersonalized mix of formal (paid) and informal (non--paid) services paid) services 
and supports that assist him/her to achieve those goals. and supports that assist him/her to achieve those goals. 

�� Personally defined goals often include selfPersonally defined goals often include self--directing services and directing services and 
supports, having access to the community of choice, developing supports, having access to the community of choice, developing 
meaningful relationships, employment, access to and control overmeaningful relationships, employment, access to and control over
transportation, and control over onetransportation, and control over one’’s home and daily life. s home and daily life. 



Guess Who?Guess Who?

�� PCP enlarges the traditional focus of care planning processes onPCP enlarges the traditional focus of care planning processes on
formal service needs and group recreational activities (e.g., goformal service needs and group recreational activities (e.g., going ing 
to the mall) to include to the mall) to include ““supportingsupporting”” the personthe person’’s individual s individual 
choices by developing and expanding friendships, and creating choices by developing and expanding friendships, and creating 
opportunities for the person to be a contributing communityopportunities for the person to be a contributing community--
member. Connecting the person in his/her community is a member. Connecting the person in his/her community is a 
necessary, yet often overlooked part of a PCP.necessary, yet often overlooked part of a PCP.

�� It is our expectation that, for persons with mental illnesses anIt is our expectation that, for persons with mental illnesses and d 
substancesubstance--related disorders, the plan related disorders, the plan would include recovery would include recovery 
goals as well as treatment goals.goals as well as treatment goals.

�� PCPs must document that the individual participated in the PCPs must document that the individual participated in the 
development of the plan, signed the plan, and development of the plan, signed the plan, and received a copy of received a copy of 
the plan.the plan.



RISK

v.

SAFETY

Thorny Issues Revisited Thorny Issues Revisited -- RiskRisk

�� Show me the safeguards! Show me the safeguards! Recovery exposes 

providers to increased risk and liability!

� A recovery orientation in no way conflicts with 

risk assessment and encourages the appropriate 

use of this technology.

� Limit restrictive measures only to situations 

involving imminent risk to self or others 

(“safety” issues) as narrowly allowed under 

statutory law while encouraging “responsible 

risk taking”

� Advance directives, decision-making tools, etc.



““RiskRisk”” is Inherent in Recoveryis Inherent in Recovery……

“We’ve considered every potential risk 
except the risks of avoiding all risks.”





Washington StateWashington State

��Advanced directives form and brochure Advanced directives form and brochure 

available (in 8 languages!) for download available (in 8 languages!) for download 

from WA Department of Social and Health from WA Department of Social and Health 

Services Services 

��See:  See:  

www1.dshs.wa.gov/mentalhealth/advdirectivwww1.dshs.wa.gov/mentalhealth/advdirectiv

es.shtmles.shtml



Recovery Oriented Risk Management*Recovery Oriented Risk Management*

National Institute of Mental Health, England (2003).  

As adapted from Deegan (2001):  Intentional Care: Employee Performance Standards for Client 

Choice  See www.intentionalcare.org

Example: Client chooses not to take medications.Example: Client chooses not to take medications.

Client feels comfortable with 

this decision

Service Worker feels         

comfortable with this decision

YES

The Comfort Zone

DO:  Strive to be supportive of the client’s choice

DON’T:  Be judgmental or parental by telling the 

client they made the “right choice.”

YES NO

The 

Conflicted 

Zone



Recovery Oriented Risk Management*Recovery Oriented Risk Management*
Example: Client makes a choice that appears to be selfExample: Client makes a choice that appears to be self--defeating or that defeating or that 

diminishes quality of life.  Is informed of what might happen budiminishes quality of life.  Is informed of what might happen but still refuses.t still refuses.

Client feels comfortable with 

choice not to take meds.

Service Worker feels         

comfortable with this decision

YES

The Conflicted Zone:

ASK:  Does the client’s choice pose an immediate 

and/or imminent threat to self or others?

NO

YES

Develop risk 

management 

plan

See Below
NO 

Response Continuum

Neglect…………………………….Power/Control

DON’T ABANDON CLIENT

Well, its his choice.  There is 

nothing I can do about it.  Its their 

life and its empowering to let them 

go off and do what they want.  

THIS IS NOT EMPOWERMENT

THIS IS NEGLECT 

DO

Remain engaged and supportive

Brainstorm other options

Discuss Pros and Cons (MET)

Educate about alternatives

Give honest feedback

DON’T CONTROL

I can’t let him make this 

decision. Why can’t he see 

medication is best.  I know what 

is best.  I have to find a way to 

get him to take his meds.

THIS IS EXERCISING POWER 



Recovery Oriented Risk Management*Recovery Oriented Risk Management*
Example: Client has chosen not to take meds and has been informeExample: Client has chosen not to take meds and has been informed of the risks.  He d of the risks.  He 

is demonstrating behavior that is out of character and is interfis demonstrating behavior that is out of character and is interfering with his safety.  ering with his safety.  

Client feels comfortable with 

choice not to take meds.

Service Worker feels         

comfortable with this decision

YES

The Conflicted Zone:

ASK:  Does the client’s choice pose an immediate 

and/or imminent threat to self or others?

NO

NO

Response 

Continuum 

See Above

YES

Risk Management

DON’T

�Develop a risk management plan 

on your own

�Assume that the client will always 

need a restrictive plan

�Rely on risk management: 

problem-solve with the client and 

team to prevent crises

DO

�Consult with supervisor and/or team

�Remain engaged and openly communicate your concern and 

intent with the client

�INVITE the client to be involved in developing the RM plan

�Include specific criteria the client must demonstrate in order 

to have a less restrictive plan that restores freedom and 

personal choice



Thorny Issues Revisited Thorny Issues Revisited -- EBPEBP

�� Show me the evidence!  The EBP movement limit Show me the evidence!  The EBP movement limit 

services that are to be funded to those that have been services that are to be funded to those that have been 

shown to be effective. Recovery is not evidence based!shown to be effective. Recovery is not evidence based!

�� Given the relative dearth of practices that are now Given the relative dearth of practices that are now 

recognized as recognized as ““evidenceevidence--based,based,”” it is premature to it is premature to 

limit systems of care to these few options. In the limit systems of care to these few options. In the 

interim, it is critical to include in EBP initiatives both interim, it is critical to include in EBP initiatives both 

recoveryrecovery--oriented and culturallyoriented and culturally--responsive services responsive services 

while while collecting information on their utility and collecting information on their utility and 

effectiveness. effectiveness. 

From: Davidson, O’Connell, Tondora, Styron, & Kangas, 2006)



In the meantimeIn the meantime……

�� ““DonDon’’t tell me that recovery is t tell me that recovery is 
not evidencenot evidence--basedbased…….I.I’’m the m the 
evidence!evidence!””

�� Woman with serious mental illness as Woman with serious mental illness as 
quoted in Davidson, Oquoted in Davidson, O’’Connell, Connell, TondoraTondora, , 
StyronStyron, & , & KangasKangas, 2006, 2006



What else?What else?

Where are we stuck?Where are we stuck?……What are next steps?What are next steps?


